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Complete Achilles tendon rupture is a common pre-
sentation in orthopaedic outpatient clinics. The
affected group is often middle-aged and beyond,
typically ‘‘weekend sports enthusiasts’’. Complete
avulsion of the Achilles tendon is less common and
occurs mostly in falls or following blunt blows
directly to the heel in accidents or specific sports
such as hockey.6,8,9 Other rarer causes have also
been described, including one case reporting an
avulsion fracture from a gunshot,2 reminiscent of
the Greekmythology from which the name ‘‘Achilles
tendon’’ originated; when the legendary warrior
Achilles was shot in the heel by an arrow which
subsequently led to his demise. In most circum-
stances it is likely that immediate medical attention
is sought following injury and early surgical inter-
vention carried out. We report a case of such injury
which had been neglected.Case report
A 17-year-old man who was seeking political asylum
in the United Kingdom from Afghanistan presented
with swelling and pain in the right heel which he
claimed had been gradually increasing over 7
months. His referral letter suggested increasing* Corresponding author. Tel.: +44 7817 485 219.
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Open access under the Enon-insertional tendonitis. He was otherwise medi-
cally fit and healthy and had not been on any
medications. He walked with a limp and was unable
to tiptoe. Examination revealed a scar on the med-
ial-posterior corner of the heel and a large palpable
mass above the insertion of the Achilles tendon
(Fig. 1). An abnormal Simmonds (Thomas) test
was elicited. He repeatedly denied any history of
injury or trauma to the area and claimed the skin
abnormality was from a burn in childhood, but
eventually confessed to having the back of his heel
forcibly cut when he was captured in Afghanistan 10
months earlier. He claimed that he and three other
captured villagers were laid face down while a
sharpened hacksaw blade, which had been heated
up in a campfire, was stabbed into their calcanei to
prevent them from escaping.
Radiography demonstrated a large bony mass
several centimetres above the insertion of the
Achilles (Fig. 2). Ultrasound showed bony avulsion
of the tendon attachment with no connection to the
remaining calcaneum. All options of management
were discussed with the patient, including conser-
vative treatment with an ankle-foot orthosis, but he
selected surgical reconstruction.
A posterior incision was made, a V-Y procedure
performed at the musculotendinous junction of the
gastocnemus—soleus complex and the tendon elon-
gated until the bony mass in the distal tendon was at
the level of the calcaneum. A V-shaped recess was
created in the back of the calcaneum, the bony
fragment matched to it, inserted and held withlsevier OA license.
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Figure 46.5 mm screw and soft tissue washer (Figs. 3 and 4).
Serial plastering was performed for 8 weeks fol-
lowed by physiotherapy. Four months following
surgery he was back to running with tiptoe power
on that leg and by 6 months had returned to sports.Discussion
We described the late presentation of a case of
traumatic separation of the posterior pole of the
calcaneum from the main body with the attachedFigure 3Achilles tendon; this forms part of a well-recognised
method of ‘‘hobbling’’ detainees in the current
Afghan conflict. The patient initially denied any
traumatic history for fear of jeopardising his claim
for political asylum, but the diagnosis was recog-
nised by a tell-tale small scar on the medial side of
the calcaneal insertion of the Achilles.
Achilles tendon avulsions are uncommon injuries.
The highest incidence of Achilles avulsion was
reported by Rowe, with 4 cases amongst his series
of 154 calcaneal fractures.6 Elsewhere Bohler iden-
tified less than 1% of cases in his series of 182
calcaneal fractures.2
Other than clues from the history, the diagnosis of
Achilles tendon avulsions is suspected by evidence
of injury such as bruising and swelling overlying the
heel and by classical signs of Achilles tendon dys-
function on physical examination. The diagnosis is
confirmed by radiographic and ultrasound findings.
Classically an oval fragment is pulled off the calca-
neum although triangular shaped fragments have
also been described.6,8 Rarer beak shaped findings
on radiographs have also been linked to ‘‘partial’’
tendon avulsion fractures, as suggested by
Protheroe.8
The management of posterior pole of calcaneum
avulsions includes non-operatively with rest and
splintage followed by early physiotherapy, or recon-
structive surgery. The former is usually reserved for
elderly patients with low physical demands or mildly
displaced avulsions. For Charcot disease, manage-
ment may be conservative although operative fixa-
tion has also been described. In traumatic avulsions,
early reconstruction is usually preferred to restore
the underlying muscle tendon unit and function.
Neglected avulsion fractures can be more difficult
to manage owing to adherent fibrous scarring short-
ening of the tendon. Tendon lengthening may be
required in cases of delayed surgical reconstructions.
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case,1 tendon transfer or augmentation with Plan-
taris, Flexor hallucis longus,10,11 Peroneus longus5 or
Flexor Digitorum longus tendons,7 or synthetic repla-
cements.3,4
In conclusion, this case reports an unusual cause
to an uncommon injury in this country and highlights
the importance of clinical suspicions from diagnostic
signs against an otherwise unremarkable history.
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